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ABSTRACT 
 
Introduction: prolongation of the QRS complex due to complete and incomplete blockages of the left 
branch of the His bundle is an important predisposing factor for systolic heart failure. Cardiac 
resynchronization therapy that includes the use of an implantable cardiac device can provide clinical 
benefit for patients suffering from these pathologies.  
Case Report: the case of a 65 year-old female patient, suffering from Hypertension and Ischemic 
Cardiophaty, who had a long history of decompensating crisis of her particular diseases over the years. 
She was admitted complaining of oppressive chest pain, which showed up suddenly. With the realization 
of an electrocardiogram a diagnosis of left bundle branch block and a minor-degree atrioventricular block 
associated was made.  
Conclusions: trifascicular blockades can be shown as fatal complications of ischemic cardiophaty. The 
auricular ventricle or intraventricular blockades have extensive presentation population between the 6th 
and 8th decades of life. 
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RESUMEN 
 
Introducción: la prolongación del complejo QRS debido a bloqueos completos e incompletos de la rama 
izquierda del haz de His es un factor predisponente importante para la insuficiencia cardíaca sistólica. 
La terapia de resincronización cardíaca que incluye el uso de un dispositivo cardíaco implantable puede 
proporcionar un beneficio clínico para los pacientes que padecen estas enfermedades. 
Informe del caso: el caso de una paciente de 65 años de edad, que padece hipertensión y cardiopatía 
isquémica, que tenía una larga historia de crisis de descompensación de sus enfermedades particulares a 
lo largo de los años. Fue admitida quejándose de opresivo dolor en el pecho, que apareció de repente. 
Con la realización de un electrocardiograma se realizó un diagnóstico de bloqueo de rama izquierda y un 
bloqueo auriculoventricular de menor grado asociado. 
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Conclusiones: los bloqueos trifasciculares pueden mostrarse como complicaciones fatales de la 
cardiopatía isquémica. El bloqueo ventrículo auricular o los bloqueos intraventriculares tienen una 
población de presentación extensa entre las décadas sexta y octava de la vida. 
 
Palabras clave: Arritmias Cardíacas; Bloqueo Cardíaco; insuficiencia cardíaca; Enfermedad Coronaria. 
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INTRODUCTION 
 
In the cardiac arrhythmias genesis intervene two fundamental physiopathological mechanisms: the 
impulse formation dysfunctions and the conduction of these impulse dysfunctions. Among the conduction 
of the impulse dysfunctions we have the auriculoventricular (AV) blockades and the intraventricular (IV) 
blockades, which have great significance due to the graveness of the clinical presentation, as well as the 
complexity of the therapy to use. In this therapy where there are always two alternatives to analyze: the 
pharmacological resynchronization therapy or the therapy by the installation of cardiac resynchronization 
devices(1). 
 
For the diagnose of the arrhythmias, sometimes with the simple 12 derivations electrocardiogram is 
enough, nevertheless, some require advanced electrophysiological studies, invasive or not(2), that  give 
us tools for the diagnosis of mixed conduction dysfunctions, like it is the case of the one presented in this 
article. 
 
The prolongation of the QRS complex due to complete and incomplete left bundle branch blockades is a 
factor of high importance for systolic heart failure.(2) The heart resynchronization therapy that includes 
the installation of a cardiac resynchronization device provides clinical benefits for patients suffering these 
pathologies(3).   
 
Complete left bundle branch blockades (LBBB) can be associate to other blockades, those can be AV or 
IV. The clinical manifestations and the degree of severity will be in correspondence with the place of the 
blockade, either suprahisian or infrahisian(4). The concurrence of blockades at several levels is always 
difficult to handle with, and its evolution is potentially fatal if accurate measures are not taken. The 
complexity of the diagnosis of this type of multiple blockades makes registered experiences of these cases 
very rare in the literature.   
 
CASE REPORT 
 
A 65 year-old white retired female patient, came to the Emergency Room complaining of severe and 
oppressive chest pain, which showed up suddenly, irradiated to the left jaw and shoulder, accompanied 
by increasing dyspnea. As past medical history, she admitted suffering from hypertension for the last 30 
years and ischemic cardiophaty since she was 45 years old. She also admitted isolated decompensating 
crises of her base illnesses along the years. The patient was also obese. 
 
On physical examination it was verified that the patient was anxious, with accused dyspnea, in orthopnea, 
pale and with presence of outlying cyanosis. The heart beats were rhythmic, with good tone and intensity, 
however there was not listen murmur, neither third or fourth heart noises. Isolated crackles were 
auscultated in both lung bases. The vital constants showed: heart rate: 112 beats per minute, breathing 
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frequency: 26 respirations per minute and the blood pressure was high at 170/110 mmHg. It was also 
carried out a simple chest X-Ray, in decubitus supine, showing slight increase of the cardiothoracic index.   
 
The following tests were indicated: hemoglobin (12,6 g/L), global count of leukocytes (9,2 x 109/L), 
glycemia (7,6 mmol/L), creatinine (78 mmol/L), CPK (55 U/L) and CPKMB (12 U/L). A twelve derivations 
electrocardiogram was carried out with a Cardiocid D200A equipment, at 25 mm/seg (picture 1) showing 
sinus rhythm, left axis, elongate PR segment (0,28 seg) consistent with a first degree auriculoventricular 
blockade, wide and aberrant QRS complex (0,20 seg) in all the derivations consistent with LBBB, besides 
qS complex with R wave beheaded and ST segment elevation of 2 mm in DIII, qS complex with R wave 
beheaded and ST segment elevation of 3 mm in aVR. Moreover ST segment relegation of 2 mm in DI, DII, 
aVL and V4.   
 
After being compared with previous EKG, it was recognize as new pattern and it was diagnose as an acute 
coronary syndrome with ST segment elevation, according to the existent protocol implemented in our 
service. Invasive monitoring was applied, internal jugular central vein was channeled by posterior way, 
general support measures were applied and pharmacological coronary reperfusion therapy was establish.  
 
The patient suffered a tragic evolution. The monitor showed isolated ventricular extra systoles, which 
were progressively modified toward the presentation of torn pieces of ventricular tachycardia (VT). 
Eventually the patient fell in cardiac arrest, and despite the advanced cardiopulmonary resuscitation 
maneuvers the patient didn't revert to spontaneous circulation. Death was declared.   
 
Picture 1. EKG with LBBB associated to Blockade AV of 1st Degree. 
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DISCUSSION  
 
The cardiovascular illnesses is coming in general population, with independence of sex, increasing 
considerably with age, until reaching the 14% of the world population between the 6th and 8th decades of 
life(5).   
 
Specifically our country has shown an ascent in the presentation of these cardiovascular events, showing 
the statistical annuals that in the year 2000 the rate of mortality was of 181,1 for each 100 thousand 
inhabitants, in the year 2016 the rate of mortality was of 217,4 for each 100 thousand inhabitants and in 
the year 2017 was of 241,6 for each 100 thousand habitants(6). 
 
These data reflects the marked increase of these entities in our population, being the heart illnesses 
those that occupy the first place regarding the number of deaths per year. Among their diverse 
presentation forms, it is the Ischemic Cardiophaty the one that registers bigger mortality around the 
world every year, independently of the region(6).   
 
The AV or IV blockades have extensive presentation, which can appear asymptomatic if the escape rhythm 
is appropriate, or to have serious presentation showing a period of asystole, until an escape rhythm 
appears, causing a typical syncopate scene called Stokes-Adams crisis(4). 
 
This association of LBBB with 1st grade AV blockade has been described previously in diverse case 
presentations, being related to rheumatic illness, Sjögren Syndrome, among others(7,8). 
 
Trifascicular blockades, as the one previously described, have been mainly described associated to a LBBB 
with AV blockade of high grade, such as 2nd degree, either in Mobits type 1 form or type 2, or 3rd degree 
AV blockade.  
 
Nowadays as combined treatment of this association of IV and AV blockades, the installation of self-
defibrillation pacemaker is indicated, unfolding three spikes: one to the right atrium, another in the 
Sheaf of His, and a third in the right ventricle, achieving this way the synchronous depolarization from 
both ventricles to the unison, effect that previously was not achieved with other techniques(9,10). 
 
CONCLUSIONS 
 
Trifascicular blockades can be shown as fatal complications of ischemic cardiophaty. The 
auriculoventricular or intraventricular blockades have extensive presentation population between the 6th 
and 8th decades of life. If the suitable therapy does not settle down prematurely the patient's outcome 
it’s affected drastically. 
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